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De Rebus Medicis Lt Politics 


BY ROBERT B. HOMAN, JR... M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





THE POSITIVE APPROACH 


The Age in which we live will probably 
be known to the historians as the Atomic 
\ge, but there are many other connotations 
vhich could be applied to our particular era 
of existence. In this connection, this column 
vould like to suggest the name of “Public 
Relations Century” to the political and busi- 
ness history of our times. For at no time in 
he past, and possibly never in the future, 
will the peoples of this great earth be sub- 
jected to sucha barrage of salesmanship, 
fact, and propaganda as the present’ inhabi- 
tants are asked to absorb and digest — if 
not believe. 

Actually we are in on the “sale” of two 
very different modes of life, two widely dif- 
fering forms of government .in the battle 
between the free democratic world and the 
opposing “all powerful state” idea. This, of 
course, is not a new world controversy, but 
our modern transportation and communica- 
tion facilities are such that the actions of a 
small, insignificant nation of Hottentots any- 
where in the world can, within an hour, 
expose us to earth shaking “propaganda”, 
“nublicity releases’, “public statements” and 
“nolitical analyses” from every corner of the 
globe. 


PUBLIC OPINION 


Such is the power of public opinion that 
great industries, great labor unions, and just 
plain “great communities” vie with each 
other and among themselves through so- 
called public relations departments and “edu- 
cational campaigns’. Some of the steam of 
these campaigns is directed toward the real 
and imagined “social problems” of our age, 
the rest toward “better business”. 

Even the professions have found it neces- 
sary to join the parade seeking better rela- 
tions with their clientele. Of course, the 
action of the professions in this matter was 
forced upon them — forced upon them by 
attacks upon the professions — and individu- 
als of the professions — by social planners, 
bleeding hearts and plain communists with 
which our way of life has been infested for 
the past two decades. At first, and of neces- 
sity, the medical profession’s approach to 
the public relations field was of a defensive 


nature — the necessity was too obvious to 
repeat here. 
FINE ETHICS 

There is no individual so completely elimi- 
nated from the usual methods of public rela- 
tions, as now accepted, as the physician 
himself. The fine ethics of his profession 
prohibit advertising; prohibit newspaper 
articles which would proclaim his success in 
this case or that; prohibit exploitation of his 
innovations or inventions in his own field, 
etc. These are the bases of the usual public 
relations program of most business firms 
with an eye for more business. Fortunately, 
this great code of ethics states that the pri- 
mary consideration of every doctor is the 
medical welfare of all the people, and that 
monetary matters are secondary considera- 
tions in the practice of medicine. 

The individual doctor is his own personal 
public relations expert. He is endowed 
through a desire to serve and through a tedi- 
ous educational process to give to humanity 
a quality “product”, which he alone among 
the “healing arts” can furnish. Furthermore, 
he is judged by his fellow physicians strictly 
on his professional ability and his ethical 
behavior — not on his financial success. The 
physician knows that “the love of money is 
the root of all evil” within and outside the 
profession. 


POSITIVE CAMPAIGN 


The active public relations campaign of 
the profession, then, must be carried on by 
the medical organizations: the A. M.A. and 
the County and State Societies. It is indeed 
inspiring to note that our campaign is no 
longer of a defensive nature — it has assumed 
the positive approach. Every doctor should 
read the report of the Department of Public 
Relations (J. A. M. A., Oct. 31, 1953, Vol. 153, 
No. 9, P. 830). Also every doctor should read 
the reports and pamphlets designed to help 
him in his relations with his patients, and 
he should see that the literature published 
for the layman is made available through the 
doctor’s office. Our positive campaign will 
be successful if the individual physician will 
do his part. 





Page 454 








SOUTHWESTERN MEDICINE 


DECEMBER, 1953 


APHORISMS AND MEMORABILIA 
TRUTHS AND CONCEPTS CONCERNING THE 
GASTRO-INTESTINAL TRACT 


- By Andrew M. Babey, M. D., Las Cruces, N. M. 


1. “Duodenal ulcers as we see them occur 
in those who are trying to “fill the unfor- 
giving minute with 60 seconds ‘worth of dis- 
tance run’; they start at peak periods of 
stress, they tend to become quiescent when 
stress is relieved and to flare up again when 
it is renewed, and they can heal and remain 
healed permanently if the stress is removed 
by domestic adjustment, by worldly success, 
or by the philosophy that comes with ad- 
vancing years.” — Sir H. Ogilvie, British 
Medical Journal, p. 300. 


2. ““— the treatment of peptic ulcer is 
primarily that of the patient and only inci- 
dentally that of the lesion. The physician, 
the psychiatrist, the wife, the business asso- 
ciate, the trusted friend, all have their part 
to play; and the surgeon should be right out 
of sight in the wings awaiting his cue to 
come on.” — Sir H. Ogilvie, loc. cit., p. 300. 


3. “Very few surgeons can resist for long 
the temptation to tell their fellows how to 
repair the inguinal canal and how to cure 
peptic ulcers.” — Sir H. Ogilvie, loc. cit., 
p. 301. 


4. “There are no spontaneous cures, and 
most students of the disease believe, as Colo- 
nel Craig did, that all untreated amebiasis 
will ultimately give rise to symptoms. In 
a very large number of cases, however, the 
symptoms to which amebic infection gives 
rise are attributed to other causes. — Jos. 
D’Antoni, American Journal Tropical Medi- 
cine and Hygiene, Jan. 1952, p. 146. 


5. “Colonel Craig himself leaned to the 
theory that in the United States food-handlers 
are probably responsible for most cases of 
amebiasis. I have heard him say on many 
occasions that while they might not furnish 
the whole answer, he would stick with them 
until a more reasonable theory should be 
advanced. If one accepts this hypothesis at 
all, then the point made by Andrews seems 
well taken, that since the mother is respon- 
sible for the preparation of the family food, 
attention to her status might do much to 
reduce the familial spread of the disease.” 
— Jos. D’Antoni, loc. cit., p. 146. 


6. “We have come to believe, in fact, that 
the parent who infects the child must be a 





heavy cyst-passer....... While I do not 
yet have sufficient data to prove it, I am 
gradually coming to believe that many of the 
amebic infections encountered in adults are 
probably contracted in the first year or two 
of life, from parents and nurses....... Ina 
practice limited for the past sixteen years 
to diseases of the colon, I say that in this 
country not more than five per cent of the 
patients with amebiasis give a history of 
dysentery. Even intermittent bouts of diar- 
rhea, which are far more common, are not 
present in more than 20 to 25 per cent of all 
cases. Furthermore, as Colonel Craig empha- 
sized in so many of his writings, amebiasis 
can exist without any symptoms at all refer- 
able to the intestinal tract.”” — J. D’Antoni, 
loc. cit., p. 146. 


7. “Many patients with amebiasis, who 
are frequently unaware of it until they are 
requested to take their temperature regularly, 
have a low-grade afternoon elevation, which 
seldom exceeds 100°F. — J. D’Antoni, loc. 
cit. p. 146. 


8. “Hepatomegaly may or may not be 
present. It is observed in not more than 10 
to 15 per cent of all adult subjects, though it 
is very frequent in young children.” — J. 
D’ Antoni, loc. cit., p. 146. 


9. “A number of other symptoms, which 
are not usually regarded as part of the disease, 
appear frequently in patients with amebiasis 
and must be in some way related to the infec- 
tion, for they are greatly improved, or dis- 
appear entirely, after successful amebicidal 
treatment. Perhaps it might be well to de- 
vote more attention to them. They include 
a group of gynecologic complaints observed 
in young girls as well as in older women who 
have no gynecologic findings to explain them, 
such as menorrhagia, metrorrhagia, dysme- 
norrhea, and menopausal symptoms; a uri- 
nary syndrome in women consisting of recur- 
rent cystitis, urethritis with demonstrable 
urethral stricture, and diminished bladder 
capacity; pruritus ani; chronic dermatologic 
conditions; rectal bleeding; symptoms clini- 
cally identical with those of fibrositis; dizzi- 
ness; chronic low-grade anemia; and symp- 
toms suggestive of chronic migratory poly- 
arthritis.” — J. D’Antoni, loc. cit., p. 146. 
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10. “The recurrence of symptoms in cases 
in which amoebic parasites cannot be found 
on repeated re-examinations is admittedly 
puzzling. The temptation is great to settle 
the matter by calling the patient neurotic, 
but it is one that should be sternly resisted. 
It is much wiser to repeat the course of ther- 
apy. If symptoms are again relieved, then the 
physician should look into the efficiency of 
his own laboratory technics.” — J. D’Antoni, 
loc. cit., p. 146. 


11. “The promise of aureomycin has not 
been fulfilled and my own experience with 
terramycin suggests that the same fate is 
likely to befall it. At this time Milibis seems 
the most efficient amebicide available, though 
it must be used in larger dosages than the 
manufacturer recommends.” — J. D’ Antoni, 
loc. cit., Jan. 1952, p. 146. 


12. “Linton has performed 26 shunts in 
24 patients with extrahepatic portal hyper- 
tension of the Banti’s type, with only one 
death. He emphasizes the importance of 
plasma albumin above 3.0 Gm. per 100 cc. 
as a prerequisite for safe surgery. In nine 
patients with ascites (due to cirrhosis), the 
operative mortality rate was 44 per cent. 
Certain manifestations can be identified as 
indicating a bad risk. These include plasma 
albumin below 3 Gm. per 100 cc. ascites 
which fails to clear, 3 or 4 cephalin floccula- 
tion test, prothrombin time more than four 
seconds above normal] after adequate vita- 
min K therapy, elevated serum bilirubin and 


bromsulfalein retention of over 10 per cent , 


in 30 minutes.” — Warren Cole, Medical 
Practitioner, May 1952, p. 58. 


13. “— danger of thrombosis at the site of 
the shunt suggests that recurrence of hemor- 
rhage is an indication that thrombosis has 
occurred.” — W. Cole, loc. cit., p. 58. 


14. “An extensive collateral circulation 
develops as a result of portal venous obstruc- 
tion, but it is only in the lower end of the 
oesophagus and adjacent stomach that it is 
dangerous to the patient; all the other col- 
laterals are beneficial in providing relief 
from the obstruction, and there is evidence 
that this relief may be an important factor 
in saving the patient from dangerous haema- 
temesis. I suspect that, provided a patient 
has no disease of the liver which is progres- 
sive, he may in time develop an adequate col- 
lateral circulation to drain off all the portal 
blood, and this is confirmed by the knowledge 
that patients may survive with complete 
thrombosis of the portal vein.” — R. M. 
Walker, Lancet, April 12, 1952, p. 729. 


15. “Portal hypertension by itself does not 
cause ascites, which, when present, indicates 
severe damage to the liver; most of my pa- 





SOUTHWESTERN MEDICINE 





Page 455 


tients who have had really high portal pres- 
sures have had no free fluid in the abdomen.” 
— R. M. Walker, loc. cit. p. 729. 


16. “ — in portal hypertension splenec- 
tomy alone should never be done; it does not 
reduce the risk of fatal bleeding, and it may 
destroy the only vein which is available for 
an anastomosis.” — R. M. Walker, loc. cit., 
p. 733. 


17. “In order to evaluate better the risk 
of operation in the patient with liver dis- 
ease, pre-and post operative data on seventy 
patients subjected to operations for the re- 
lief of portal hypertension were analyzed. 
Most of these were splenorenal or portacaval 
shunts but some were emergency procedures 
such as splenic artery or esophageal vein 
ligations.” 


“Of the laboratory data, serum albumin 
level seemed the most significant. With 
rising albumin levels the operative mortality 
dropped from 100 per cent (albumin below 
3.0 gm. per 100 cc.) to no mortality in the 
patients with albumin levels above 4.5 gm. 
Total protein and globulin levels were much 
less significant. Bromsulfalein retention and 
serum bilirubin also showed increasing mor- 
tality with increasing abnormality. It was 
striking that no deaths occurred in patients 
with cephalin flocculations less than 3.” — 
A. B. French, Amer. Journal of Med., July, 
1952, p. 93. 


18. “In cases of obstructive jaundice, nega- 
tive findings at a simple exploratory laparo- 
tomy cannot be taken to exclude a localised 
lesion in the duct system. Cholangiography 
at the time of operation seems to be the only 
means by which these cryptic obstructions 
might be recognized during life.”” — Lancet, 
June 21, 1952, p. 1248. 


19. “Herniation may be postural and re- 
duced spontaneously when the patient stands 
up, or it may be fixed and persistent. In con- 
sidering a case of hiatus hernia one is, per- 
haps, less interested in classifying it into one 
of the recognized groups than in recording 
its size, whether or not it is fixed or redu- 
cible, whether there is evidence of oesopha- 
gitis radiologically or with the oesophago- 
scope. Hiatus hernia may cause symptoms at 
all ages.”” — F. Avery Jones, Prac. Roy. Soc. 
Medicine, May 1952, p. 278. 


20. “In adults, however, it is predomi- 
nantly a disease affecting women. It may 
occur occasionally during the later months of 
pregnancy, but its main incidence is after 
the reproductive period of life. There are at 
least three times as many sufferers among 
women as among men.” — F. A. Jones, loc. 
cit., p. 278. 
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21. “Symptoms may be absent or minimal, 
but at the other end of the scale the patient 
may be completely crippled and driven to 
desperation from incessant pain or dyspha- 
gia. Four components may contribute to the 
clinical picture of hiatus hernia. There may 
be a mechanical factor with symptoms from 
distension of the oesophagus or from pressure 
on it from a herniated gastric sac, medi- 
astinal pressure may give rise to dyspnea, pal- 
pitation or cough and diaphragmatic irrita- 
tion may cause spasm with pain or hiccough. 
Secondly, symptoms may be inflammatory in 
origin from oesophagitis or ulceration of the 
oesophagus; thirdly, symptoms may arise 
from an associated peptic ulcer, within the 
hernial sac or at the ring of constriction or 
elsewhere in the stomach. Such ulceration 
may be responsible for the usual complica- 
tions that may occur with ulcer. Fourthly, 
blood loss may be a prominent feature, not 
only a frank haematemesis, but also a low- 
grade, slow loss of blood, producing an iron 
deficiency anemia.’”’ — F. A. Jones, loc. cit., 
p. 278. 

22. “The pain of hiatus hernia may be 
widespread, radiating through to the back, 
upwards into the shoulders and neck, rising 
to the angle of the jaw and into the hard 
palate. Pain may extend down one or both 
arms. On going to bed the patient may com- 
plain of discomfort or pain at once, or there 
may just be a feeling of sickness on lying 
down or a sense of bubbling in the chest, 
particularly when lying on the right side. 
In some, however, excruciating pain may 
develop. The patient may wake up during 
the night, about two o’clock, particularly 
after a late meal, with retrosternal pain which 
may be choking and unbearable and he may 
find himself bringing up acid fluid. The pain 
may be eased by alkalis and by getting up, 
standing and arching the back, and may be 
prevented by raising the shoulders on pillows 
or by blocking the head of the bed.” — F. A. 
Jones, loc. cit. p. 278. 


23. “Other symptoms are related to food. 
A feature of the para-oesophageal hernia is 
lower retrosternal pain coming on at the 
beginning of meals eased by the patient get- 
ting up and walking around the room, after 
which he can continue his meal without dis- 
comfort provided he does not eat too much. 
In others, there may be a sense of discomfort 
or uneasiness coming on soon after meals 
lasting perhaps half an hour or longer, worse 
with big meals. One patient described it as 
something filling up and emptying slowly. 
Flatulence with belching is particularly com- 
mon. If oesophagitis is present there may be 
a sense of rawness of the gullet with a burn- 
ing or smarting pain at first on eating hard 
foods or hot salty or alcoholic fluids. Diffi- 
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culty in swallowing ensues an there may be 
regurgitation or vomiting. In some, only milk 
can be taken with any comfort.” — F. A. 
Jones, loc. cit., p. 278. 


24. “Haematemesis occurring during preg- 
nancy is likely to be due to hiatus hernia.” 
— F. A. Jones, loc. cit., p. 278. 

25. “Attacks of asthma may occasionally 
be induced by a hernia and it may cause a 
troublesome cough.” — F. A. Jones, loc. cit., 
p. 278. 

26. “There are a number of difficulties 
arising in the diagnosis of a hiatus hernia. 
The symptoms of which the patient is com- 
plaining are not necessarily due to the hernia, 
but may be due to associated lesions such as 
peptic ulcer, cholelithiasis or diverticulitis.” 
— F. A. Jones, loc. cit. p. 278. — 

27. “In our experience it may be more dif- 
ficult to demonstrate the hernia on one occa- 
sion than another, or it may be shown only 
by bending the patient and not by tilting 
him on a X-ray table. In some patients with 
a typical history, it may not be possible to 
demonstrate the lesion.” — F. A. Jones, loc. 
cit., p. 278. 


28. “I conclude on a note of doubt. I do 
not know why a hernia through the oesopha- 
geal hiatus causes all the different symptoms 
it does. The severity of these bears little rela- 
tionship to the size of the hernia and they 
are unlike those caused by hernia elsewhere; 
severe pains can be present without endo- 
sopic evidence of acute oesophagitis; acute 
oesopagitis may upon occasion be symptom- 
less. These points, and others, must be fitted 
in to any theory which is said to explain the 
signs and symptoms of hiatal hernia.” — 
N. R. Barrett, Proced. Royal Society of Medi- 
cine, May 1952, p. 286. 





VITAMIN E 


Treatment Of Intermittent Claudication 
With Vitamin E 
Hamilton, M., et al., Lancet 1:367, 1953 


Vitamin E has been advocated in treatment 
of angina and in management of intermittent 
claudication. Its effectiveness in the former 
condition has since been discredited and from 
this study it is evident that vitamin E is equal- 
ly ineffective in intermittent claudication*. 
Assessment of vitamin E therapy was based 
on the patient’s opinion, clinical examination 
and results of exercise tolerance tests. The 
investigation was conducted on the “double 
blind” principle, neither patient nor observer 
being aware of the nature of medication ad- 
ministered. 


[Hydergine has recently been advocated for treatment of inter- 
mittent claudication. Luke, J. C. & Marien, B. Y., Canad. M.A.J. 
68:221, 1953.) 


Clinical Clippings, May, 1953. 
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TWO HUNDRED SIXTY PHYSICIANS ATTEND 
SOUTHWESTERN CONFERENCE 





New officers of the Southwestern Medical Association discuss a phase of the Associa- 
tion’s annual meeting in Tucson, Arizona, October 29 to 31. Left to right, they are Dr. 
N. K. Thomas of Tucson, first vice-president; Dr. Willard W. Schuessler, El Paso, presi- 
dent: Dr. Wesley O. Connor, Albuquerque, retiring president; Dr. Joseph Bank of Phoenix, 
president-elect; and Dr. Celso C. Stapp, El Paso, secretary-treasurer. Not present for the 
photograph were Dr. John H. Dettweiler of Albuquerque, second vice-president, and Dr. 
Leslie Daviet of Las Cruces, N. M., third vice-president. 


Approximately 260 physicians from Ari- 
zona, New Mexico, West Texas and Northern 
Mexico attended the 35th annual meeting of 
the Southwestern Medical Association in 
Tucson, Arizona, October 29, 30 and 31, to 
hear outstanding scientific presentations and 
to participate in an entertaining variety of 
social events. 

Dr. Willard W. Schuessler of E] Paso was 
installed as the new president of the organi- 
zation. Other new officers are Dr. Joseph 
Bank of Phoenix, president-elect; Dr. N. K. 
Thomas of Tucson, first vice-president; Dr. 
John H. Dettweiler of Albuquerque, second 
vice-president; Dr. Leslie Daviet of Las 





Cruces, N. M., third vice-president; and Dr. 
Celso C. Stapp of El Paso, secretary-treasurer. 
El Paso was selected as the 1954 convention 
city. 

Speakers were Dr. Merl] J. Carson, Pro- 
fessor of Pediatrics at the University of 
Southern California School of Medicine; Dr. 
Donovan C. Browne, Associate Professor of 
Medicine at Tulane University ; Dr. Edmund 
B. Spaeth, Professor of Opthalmology at the 
University of Pennsylvania Graduate School 
of Medicine; Dr. Marion E. Sulzberger, Pro- 
fessor and Chairman of the Department of 
Dermatology and Syphilology of the New 
York University Post-Graduate Medical 
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School; Dr. William Paul Thompson, Clinical 
Professor of Medicine at the College of Medi- 
cal Evangelists; and Dr. Henry K. Ransom, 
Professor of Surgery at the University of 
Michigan Medical School. 

Dr. Wesley O. Connor of Albuquerque was 
the retiring president. Dr. Harold W. Kohl of 
Tucson was general chairman of the Tucson 
Convention Committee and Mrs. Leo J. Kent, 
general chairman of the Women’s Conven- 
tion Committee. 

Outstanding events on the social calendar 
included a dinner dance, an unusually clever 
review of fashions from 1913 to 1953 by Mrs. 
Wilkins R. Manning, and the game between 
the University of Arizona and West Texas 
State. 

Exhibitors were Don Baxter, Inc., Central 
Pharmacal Co., Ciba Pharmaceutical Prod- 
ucts, Inc., Doho Chemical Corp., Ethical Phar- 
maceutical Co., Marlyn Co., Inc., Mead John- 
son and Company, A. H. Robins Co., Inc., 
G. D. Searle and Co., Southwestern Surgical 
Supply Co., Standard Surgical Supply, and 
Warner-Chilcott Laboratories. 





AMMONIUM CHLORIDE 
Danger Of Ammonium Chloride Acidosis 


Myhre, J., Minnesota Med. 36:133, 1953 


Ammonium chloride is a valuable diuretic 
but should be given with considerable caution 
to patients with congestive heart failure asso- 
ciated with renal disease. One such patient 
is described who became anorexic, weak, 
confused, incontinent and semicomatose after 
taking 2 Gm. ammonium chloride four times 
daily for 12 days. The CO2-combining power 
fell to 26 volumes per cent. Discontinuance 
of ammonium chloride and intravenous ad- 
ministration of 5 per cent sodium bicarbo- 
nate solution resulted in rapid improvement. 


Clinical Clippings, May, 1953. 





OPHTHALMOLOGY 


Eye Changes Due To Advanced Age 
Kronfeld, P. C., Illinois M. J. 103:104, 1953 


Senile macular degeneration is a common 
cause of central vision failure in elderly per- 
sons. The majority of such patients are in 
reasonably good health except for their ocular 
disorder. A redeeming feature of senile 
macular degeneration is that it does not 
necessarily lead to complete blindness. There 
is a central scotoma of varying size but a 
normal field of vision is otherwise retained. 


U. Illinois College Med. 


Clinical Clippings, May, 1953. 
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RABIES 


Rabies — The Doctor’s Dilemma 


Shaughnessy, H. J., 
Illinois M. J. 103:82, 1953 


Rabies vaccination is not without danger. 
Shaughnessy found the incidence of serious 
post-vaccinal reactions to be 1:1700 (2 fatal) 
among 25,000 persons. Danger of contract- 
ing rabies is confined to persons exposed to 
animals with clinical or laboratory proved 
rabies, to those exposed to animals who can 
not be identified and to children too young 
to give reliable information concerning ex- 
posure. Animal bites should be immediately 
irrigated with 20 per cent soap solution or 
swabbed with Zephiran Solution 1 per cent. 
The decision to vaccinate must be weighed 
against the danger involved. 


Clinical Clippings, May, 1953. 





CARDIOLOGY 


The Use Of Digitalis In 
Infants And Children 


Nadas, A. S., et al., 
New England J. M. 248:98, 1953 


Much has been written concerning the 
use of digitalis in adults but little has ap- 
peared regarding its use in children. To 
expand this field, Nadas, et al., administered 
digitalis to 41 infants and children with con- 
gestive failure. Patients with myocardial 
disease, paroxysmal tachycardia and rheu- 
matic carditis responded most favorably. 
Children under 2 years of age require 0.02 
to 0.03 mg. digitoxin per lb. body weight for 
digitalization. Older children can be digi- 
talized with 0.01 to 0.02 mg. digitoxin per 
pound of body weight. The daily maintenance 
dose was, in most instances, one-tenth of 
the digitalizing dose. The following state- 
ment is significant: “Electrocardiographic 
evidence of digitalis intoxication was found 
most commonly in the patients who responded 
most favorably to the glucoside.” 

Harvard U. 


Clinical Clippings, April, 1953. 





ACNE 
The Acne Problem 
Kile, R. L., Ohio State M. J. 49:112, 1953 


Patients with acne should avoid chocolate, 
fish, nuts and cola drinks but fat restriction 
is not necessary. In fact, mice placed on a 
fat-free diet often develop marked skin oili- 
ness. “Ingested fat does not make the skin 
more oily and probably the reverse is true.” 
Clinical Clippings, April, 1953. 
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It has long been recognized that there are 
several medical conditions of thromboembolic 
phenomena in which long term anticoagula- 
tion may be of value. The difficulties con- 
trolling present day anticoagulants and the 
cost of the drug and required laboratory 
testing have made the use of long term anti- 
coagulant therapy potentially hazardous and 
expensive. This paper is a report of the use 
of phenylindanedione as a permanent anti- 
coagulant in ambulatory patients in an at- 
tempt to evaluate the clinical properties of 
the drug and the practicability of its use. 


Phenylindanedione is one of the indane 
diones which are known to be prothrombino- 
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THE USE OF THE ANTICOAGULANT 
PHENYLINDANEDIONE IN AMBULATORY PATIENTS 


By F. W. Drinan, M. D., H. Sise, M. D., and W. C. Moloney, M. D., 
Boston City Hospital 


The duration of drug therapy is shown 
on slide #2. 


4-12 months 
12-18 months 
18-20 months 


The patients were started on therapy while 
in the hospital and when the effective dose 
was established were followed in the clinic 
on an ambulatory basis. The prothrombin 
times were kept within a range of 25 to 35 
seconds which represents 5 and 10 per cent 
of prothrombin activity. The prothrombin 
determinations were obtained by Quick’s 
method on undiluted plasma using dried rab- 
bit brain thrombo- 


2 patients 
6 patients 
6 patients 





penic agents. It has 
more rapid action 
and easier control 
with faster recovery 
than dicumarol. 


In this study 30 
patients were fol- 
lowed for periods of 
from one to twenty 
months. Sixteen pa- 
tients received the 
drug for less than 
four months and are 
not included in the 
long term study. 
The latter group of 
patients were not 
continued on the 
drug for various 
reasons such as in- 
ability to come to the 





The editors of SOUTHWESTERN 
MEDICINE are gratified herewith to pre- 
sent to their readers the first of a series 
of articles condensing the proceedings of 
the New England Cardiovascular Society. 
These papers are outstanding in their con- 
cise and clear presentation of the nature 
and handling of cardiovascular condi- 
tions; and we believe that they will prove 
of great value to the far flung practi- 
tioners of the great Southwest. The offi- 
cers of the New England Cardiovascular 
Society have honored SOUTHWESTERN 
MEDICINE by permitting us to publish 
these important papers. We recommend 
them to your most earnest attention. 


plastin (Difco) and 
0.01 molar calcium 
chloride. The con- 
trol ranged from 
13-15 seconds. The 
prothrombin times 
were occasionally 
checked by the two 
stage method of 
Ware and Seagers, 
and the one stage 
method described by 
Owren. Urine and 
stools were checked 
weekly. 


The initial dose 
was determined to 
be 200 mgm., 100 
mgm. and 50 mgm. 
at 12 hour intervals. 








clinic, unwillingness 
to cooperate, or having expired from the 
original disease. 

The fourteen patients who received phenyl- 
indanedione from 4 to 20 months had had 
one or more episodes of thromboembolic 
phenomena. The cases were as shown on 
slide #1. 


Auricular Fibrillation with Emboli. 


R.H.D. 10 
A.S.H.D. 1 
Unknown etiology 1 
Peripheral Vascular Disease 


This was a quite 
constant dose for all patients. The mainte- 
nance dose was quite variable from one indi- 
vidual to another but constant once it was 
established. The range of maintenance dose 
is shown in slide #3. 
25- 50 mgm. 

50-100 mgm. 

100-150 mgm. 

Over 150 mgm. 


4 patients 
5 patients 
4 patients 
1 patient 


It was reported by Jacques that phenylin- 
danedione was most effective when given in 
divided doses during the day. In our expe- 
rience this was true for only the first few 
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weeks of therapy, after which a single dose 
each day produced the same effect as a 
divided dose. In patients requiring a small 
amount we have recommended a single dose 
a day, whereas in patients requiring a larger 
amount a divided dose is recommended. On 
this program the possibility of bleeding is 
decreased. 

Slide number four shows the course of 
one patient followed for a period of seven 
months. There is a cyclic swing in the pro- 
thrombin times but always within effective 
range. Slight increase in the dose of the 
drug caused a rise in prothrombin time. Pa- 
tients were followed usually once a week or 
once every other week. There was very little 
reason to change the dose once it had been 
established. One patient at the onset required 
100 mgm. a day but with an improvement in 
his diet, especially the protein fraction, his 
requirement increased to 225 mgm. a day. 
This had previously been reported by Wright 
of New York. There were no restrictions 
made as to the use of other drugs, in fact, 
several patients took 60 grains of salicylates 
a day for three days with no change in pro- 
thrombin levels. The patients were allowed 
their usual activities within the limits of 
their original disease but were warned about 
signs of bleeding such as stool changes, 
ecchymosis, ete. 

It is well known that the use of any anti- 
coagulant is a calculated risk and regardless 
of the drug used and the precautions taken 
there is bound to be a certain percentage of 
bleeding. In this group of patients there 
were several episodes of bleeding, none of 
which were serious. The bleeding did not 
always occur when the prothrombin time was 
beyond therapeutic range nor at the onset 
of the use of the drug. Slide #5 shows the 
type of bleeding encountered in this group 
of patients. 


28% 
21% 
7% 
14% 
7% 
21% 


patients 
patients 
patient 
patients 
patient 
patients 
ecchymosis 
patients 
Drug stopped because of bleeding 
2 patients 


Ecchymosis 4 
Epistaxis 3 
Hemoptysis 1 
G. I. Bleeding 2 
Hematuria 1 
No Bleeding 3 


No bleeding except 
8 


56% 
14% 


The ecchymotic areas varied from one 
centimeter up to several inches in diameter 
and were not considered a reason to omit the 
drug. One patient had ecchymosis only at 
the site of a mercurial diuretic injection. The 
hemoptysis occurred in a patient who had 
mitral stenosis and who had had five pre- 
vious episodes of hemoptysis; however, the 
one which occurred while taking phenylin- 
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danedione was the most severe. The G.I. 
bleedings were discovered by melena. One 
case was an unsuspected duodenal ulcer in a 
patient who had received the drug for 14 
months, and the second case was diverticulitis 
in a patient on the drug for 5 months. One 
patient had painless hematuria after re- 
ceiving the drug for 10 months. No definite 
diagnosis was established in this case. Three 
of the patients are females who are still 
menstruating and have not noted any signi- 
ficant change in the amount or character 
of menstrual flow. In only two cases was 
it necessary to stop the drug because of 
bleeding. 

Urinalysis and NPN have not shown any 
direct toxic effects on the kidneys. There 
has been no clinical evidence to indicate toxic 
effect on the liver or other organs. 

The great advantages to phenylindane- 
dione are the rapid excretion of the drug and 
the rapid response to vitamin K:. If a patient 
misses a daily dose the prothrombin time re- 
turns to normal within 48 hours. This is 
shown in slide number 6 where the omitting 
of the drug for 24 hours brought the pro- 
thrombin level to 20 seconds and omitting 
for 48 hours produced a prothrombin of 14 
seconds which correspond to the control time. 
The use of vitamin Ki, a fat emulsion vita- 
min, has been reported by Guttas, Sise and 
Moloney to reverse the prothrombinanemia 
induced by phenylindanedione within a mat- 
ter of two to six hours. Slide number 7 shows 
the rapid return to normal of prothrombin 
after the intravenous administration of vita- 
min Ki. 

In this group of 30 patients, 14 of whom 
were followed on an ambulatory basis for as 
long as 20 months, there was no clinical 
evidence of any thromboembolic phenomena. 
We feel that phenylindanedione is a practical 
drug, easily controlled with a low incidence 
of serious complications that can be used on 
a long term program in ambulatory patients 
who require anticoagulant therapy. 





VITAMIN C 


Vitamin C And P In Cardiovascular And 
Cerebrovascular Disease 
Gale, E. T. & Theivlis, M. W.., 
Geriatrics 8:80, 1953 
The authors advocate vitamin C and rutin 
therapy when symptoms or signs reflect the 
possibility of a cerebral accident or myocar- 
dial infarction. They also state that sup- 
plemental amounts of vitamin C should be 
administered to patients with acute cerebral 
or myocardial infarction to “prevent weak- 
ened capillaries from deteriorating and to 
promote healing of damaged tissue.” 


Clinica! Clippings, May, 1953. 
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RHEUMATIC ACTIVITY IN PATIENTS WITH MITRAL 
STENOSIS UNDERGOING VALVULOPLASTY: 
PATHOLOGICAL ASPECTS 


By J. P. Decker, M. D., C. Vanz Hawn, M. D., and S. L. Robbins, M. D., 
Boston City Hospital 


The development of surgical procedures 
for the correction of mitral stenosis of rheu- 
matic origin has made possible the study of 
the left auricular appendage, removed at 
operation, in living rheumatic patients. Two 
hundred twenty-three such biopsies have been 
examined up to July 1, 1952, 44 at the Boston 
City Hospital and 179 at the Peter Bent Brig- 
ham Hospital. We report the findings in 182 
of these, having rejected 7 biopsies because 
of insufficient material for the evaluation 
of rheumatic activity, 10 more because we 
have been unable to agree on the significance 
of the lesions presented, and an additional 24 
because of inadequate clinical data. Of the 
182 biopsies in the group studied, 83, or 45.6 
per cent, show evidence of active rheumatic 
carditis as judged by the presence of Aschoff 
bodies which we regard as the most char- 
acteristic lesion of the disease. Occasional 
Aschoff bodies, graded 1-plus in this study, 
were found in 29, or 15.9 per cent. Activity 
graded as two or three plus was present in 
54 biopsies, a total incidence of 29.6 per cent 
for these degrees of activity. 

Old or recent auricular thrombosis was 
noted in 71 of 172 biopsies studied for this 
feature, an incidence of 41.3 per cent. The 
incidence of Aschoff lesions in the group 
showing thrombosis was 4.1 per cent, being 
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significantly lower than the overall incidence 
of activity in the entire group (45.6 per cent). 


Autopsies were performed on 22 of the 
operated patients. Of these, 21 died within 
11 days after operation; one died 16 months 
later. Of these patients 6 showed evidence 
of rheumatic activity either in biopsy or 
autopsy sections. The three patients who 
displayed unequivocal rheumatic activity in 
auricular biopsy sections also showed evi- 
dence of rheumatic carditis elsewhere in the 
heart. No such parallelism was found in 
patients showing minimal evidence of rheu- 
matic activity in biopsies. Thus in two pa- 
tients with “one plus” auricular biopsies, one 
showed minimal in ventricular muscle acti- 
vity, while the other showed no evidence of 
activity elsewhere in the heart. In still an- 
other case, a negative auricular biopsy was 
encountered in the presence of minimal acti- 
vity in the ventricular muscle. Rheumatic 
lesions at autopsy were chiefly in the left 
ventricular muscle mass, one each being seen 
in the left atrial wall and in the pulmonary 
valve root. No active endocarditis was noted 
in any of the hearts at autopsy. These find- 
ings suggest that correlation between auri- 
cular lesions and those elsewhere in the heart 
is poor at minimal levels of activity. 


RHEUMATIC ACTIVITY IN PATIENTS WITH MITRAL 
STENOSIS UNDERGOING VALVULOPLASTY: 
CLINICAL ASPECTS 
By William F. McNeely, M. D., Boston City Hospital 


We have reviewed the clinical records of 
182 patients operated for mitral stenosis in 
whom biopsies of the left auricular appen- 
dage were available for pathologic examina- 
tion. All of these patients had been screened 
prior to surgery for the presence of rheu- 
matic activity as well as for other contra- 
indications to operative intervention. 


There is a definite and progressive de- 
crease in percentage of positive biopsies with 
advancing age. This appears to be indepen- 
dent of any other factor which we have been 
able to demonstrate, and fits rather closely 
the age distribution of Aschoff bodies in the 


autopsy series reported by Rothschild et al' 
some years ago. 

There is a definitely lower incidence of 
Aschoff bodies in sections taken from hearts 
in auricular fibrillation as contrasted with 
those in normal sinus rhythm. This is true 
for all age’ groups of any significant size 
(expressed according to approximate decade). 
There is likewise a lower incidence of Aschoff 
bodies in those auricular biopsies associated 
with microscopic or gross evidence of throm- 
bus within the auricle: it appears that this 
latter relationship is due solely to the large 
number of fibrillators in the group exhibit- 
ing thrombus. 
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There was no definite relationship be- 
tween rheumatic activity at biopsy and such 
findings as left or right-sided failure (in 
absence of fibrillation), prolongation of P-R 
or Q-T interval, normal or abnormal sedi- 
mentation rate, clinical suspicion of rheu- 
matic activity, or season of the year. 


It appears that the Aschoff nodule in the 
left auricular appendage is a relatively stable 
lesion, not varying with the swing of respi- 
ratory infections in the community, but tend- 
ing to disappear as age advances, and in 
particular with the appearance of auricular 
fibrillation. 
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“Decade” 20-30 31-40 41-50 51-62 
NSR: Number Patients 26 46 12 2 
NSR: % Positive 81 76 58 100 


AF: Number Patients 7 33 48 12 
AF: &% Positive 48 21 14 0 


73 54 24 8 








Total: % Positive 
Total Series: NSR — 
64 of 85 patients, or 75% 
Total Series: AF - — 
16 of 95 patients, or 17% 
1. Rothschild, M. A., Kugel, M. A., and Gross, L.: Incidence and 
Signif.cance of Active Infection in Cases of Rheumatic Cardio- 


valvular Disease During The Various Age Periods, Am. Heart 
Journal, 9:586-595, (June) 1934. 


THE DIAGNOSIS OF MITRAL REGURGITATION 
By Walter H. Abelmann, M. D., Boston City Hospital 


Clinically unsuspected mitral regurgita- 
tion has been encountered in a number of 
patients with rheumatic mitral stenosis un- 
dergoing mitral valvuloplasty. Marked mitral 
regurgitation in a patient with mitral ste- 
nosis is generally considered to represent a 
contraindication to valvuloplasty, while mild 
regurgitation probably does not appreciably 
affect the operative risk or postoperative 
prognosis. The diagnostic criteria of mitral 
regurgitation deserve review. 

Clinical observations were made in 63 pa- 
tients with mitral stenosis who subsequently 
underwent valvuloplasty, at which time 
mitral regurgitation was judged as absent, 
mild, moderate, or marked, according to the 
size and force of the regurgitant jet en- 
countered by the surgeon’s finger just prior 
to fracture of the valve. 

In the absence of a systolic murmur at the 
apex, marked regurgitation was not found, 
while mild to moderate degrees of regurgita- 
tion were encountered in 35 per cent of such 
patients. The incidence of regurgitation in- 
creases with increasing of the apical systolic 
murmur. However, in 31 per cent of patients 
with apical systolic murmurs of Grade 3 in- 
tensity or louder, it was not evident at oper- 
ation. Thus, a loud systolic murmur at the 
apex per se is not considered a contraindica- 
tion to valvuloplasty in a patient with mitral 
stenosis. 

Enlargement of the left ventricle demon- 
strated by electrocardiographic or roentgen 
examination in the absence of aortic involve- 
ment, hypertension or myocardial failure, is 
strongly suggestive of mitral regurgitation 
but this may be mild in degree. 

Patients with marked enlargement of the 
auricle, i.e. enlargement to the right as well 
as posteriorly, show a greater incidence of 
regurgitation than those with larger degrees 


of auricular enlargement. On the other hand, 
there are patients with large left auricles 
and little or no regurgitation as well as pa- 
tients with marked regurgitation and moder- 
ate auricular enlargement. Thus, marked 
enlargement of the left auricle by itself can- 
not be considered a contraindication to mitral 
valvuloplasty. 

Fluoroscopy with special attention to the 
motion of the left auricle was carried out in 
47 patients of the present group. Of the pa- 
tients with definite systolic expansion of the 
auricle, 78 per cent showed palpable regur- 
gitation at operation, while of the patients 
without definite systolic expansion, 33 per 
cent showed regurgitation. Like the signs 
previously discussed, “systolic expansion” 
may give “false positives” as well as “false 
negatives.” 

The following four criteria were analyzed 
for the combination which would yield the 
least number of “false negative” and “false 
positive” diagnoses: 

Apical systolic murmur, Grade 3 or louder 

Left ventricular enlargement 

Marked left auricular enlargement 


Systolic expansion of the ‘left auricle. 
When two or more of these four were pres- 
ent, mitral regurgitation at operation was 
marked in 25 per cent, mild to moderate in 
70 per cent, and absent in 5 per cent of pa- 
tients. Of the patients who showed only one 
or none of the above signs, 57 per cent showed 
surgically pure stenosis, 36 per cent showed 
mild to moderate regurgitation, and 7 per 
cent showed marked regurgitation. 

Conclusion. No single clinical criterion 
known to us allows diagnosis of mitral regur- 
gitation of a degree which would absolutely 
contraindicate mitral valvuloplasty in a pa- 
tient with mitral stenosis. Consideration of 

(Continued on Page 468) 
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PEYRONIE’S DISEASE 


(Plastic Induration of the Penis or Fibrous Cavernositis) 


By Robert F. Thompson, M. D., F. A. C. S., El Paso, Texas 


Peyronie’s disease is a non-inflammatory 
fibrosis involving Buck’s fascia and extend- 
ing into the sheaths and septum of the cor- 
pora cavernosa. It rarely affects the cavern- 
ous tissue. It is a relatively common condition 
yet it is one which is often overlooked or 
improperly understood. The most character- 
istic symptom is bending of the penis upon 
erection, sometimes producing pain, and ren- 
dering coitus difficult or impossible. 

Few conditions have a greater psychic 
bearing on the patient. Great mental anguish 
and suffering can be produced in the vain 
male when he begins to worry and brood 
about his sexual inability, and the physician 
is called upon to exercise great care and 
judgment in handling these cases. 


HISTORICAL 


In 1748 the celebrated French Surgeon, 
Francois de la Peyronis (1678-1747), physi- 
cian to Louis XV., presented a paper to the 
Royal Academy of Surgery in which he gave 
a very detailed and accurate description of 
the disease which now bears his name. For 
the next 100 years no contributions of note 
were made until 1840 when Ricord in the 
Bulletin of General Therapy proposed a 
classification concerning the cause of this 
disease. He reported twenty cases and classi- 
fied them as follows: 


lt. Traumatic. 

2. Inflammatory (mostly gonorrheal). 

3. Syphilitic (the most frequent cause, 
in his opinion). 

4. Plastic (a special variety, the cause 
of which was undetermined). 


This classification of Ricord stood without 
change in the literature until Kirby, an Irish 
physician, in 1850 wrote on the subject and 
was of the opinion that gout and arthritis 
were causative factors in the formation of 
the fibrous plaques. He also was the first 
author to notice the association of the penal 
lesion with Dupuytren’s contracture. In 1899 
Cameron of Glasgow reported a case with 
Dupuytren’s contracture and diabetes, and 
he added diabetes as a possible cause. Later 
other authors of that period supported the 
theory of diabetes being a causative factor. 

In 1910 Zislin added tuberculosis as an 
additional etiologic factor. 

Presumably, a history of trauma, gout, 
tuberculosis, diabetes, syphilis or gonorrhea 
in the patient’s past history confused the 
authors of this early era into believing that 


one or more of these diseases were the rea- 
sons why the fibrous indurations formed in 
the penis. 


ETIOLOGY 


The exact causative factors of Peyronie’s 
disease are unknown. There are many differ- 
ent names for the condition, and this shows 
that there is no definite or accurate under- 
standing concerning the cause. Kretschmer 
lists ten different names that have been 
applied by various authors which give excel- 
lent evidence of the improper fundamental 
comprehension of the condition. 

Trauma appears to be the most plausible 
reason for the indurations taking place. 
Repeated slight trauma incidental to erection 
and coitus is the principal etiological factor 
stressed now. Peyronie’s disease is often asso- 
ciated with Dupuytren’s contracture (fibro- 
sis of palmar fascia) and the history of 
trauma to the palm of hands is usually ob- 
tainable in such cases. 

Waller and Dreese reported ten cases 
which had both Peyronie’s disease and Du- 
puytren’s contracture. The average age was 
57 years. Polkey found this association in 
22 cases which he reported in 1928. Heite 
and Siebrecht studied 6038 males in a camp 
and found 455 cases of Dupuytren’s contrac- 
ture. 14 cases of Peyronie’s disease and 10 
cases which had both conditions. They ad- 
vance their opinion that the absence of sexual 
function in older men (there were no women 
in the camp), malnutrition and lack of sex 
hormone production in these patients might 
possibly be connected with the cause. In 
Waller and Dreese’s series, frequently the 
patient first noticed the evidence of Peyro- 
nie’s disease following the death, divorce or 
serious illness of the wife, or other condi- 
tions which required abstinence from sexual 
relations. 

The etiological factors which seem to 
contribute to the production of the indura- 
tions are: 


(1) 
(2) 
(3) 
(4) 
(5) 
(6) 


(7) 
(8) 


Trauma. 

Gout. 

Diabetes. 

Arthritis. 

Senility. 

Vitamin deficiency, especially 
Vitamin E. 

Hormonal changes. 

Abstinence from sexual relations. 





Page 464 
PATHOLOGY 


The fibrosis originates in the midline of 
the penis and involves Buck’s fascia and the 
sheaths of the corpora cavernosa. It seldom 
invades the corpora tissue itself. The indu- 
rations consist of plaques or nodules or cords 
situated in the sulcus between the two cor- 
pora. 

This fibroma may eventually undergo 
metaplasia with transformation into carti- 
lage or bone tissue. It never ulcerates and 
never becomes malignant. It is very firm to 
palpation. The skin glides freely over it and 
it is usually tender. 

Histological study of sections from the 
fibroma reveal compact bundles of connective 
tissue with few cellular elements. It resem- 
bles a keloid. There are very few blood 
vessels, and those present are small. Many 
embryonic cells are usually observed. 


SYMPTOMS AND DIAGNOSIS 


Pain and deformity bring the patient to 
the physician. The onset is slow and insidi- 
ous. The curvative of the organ is the first 
thing noticed and pain on erection usually 
is experienced later as the fibrotic process 
develops more extensively. 

He is greatly worried over his sexual dif- 
ficulties. The pain is present when the organ 
is turgid, and the deformity consists of an 
upward bending of the erect phallus. There 
may be an angulation bending to one side 
depending upon the location and extent of 
the pathological process and the resulting 
segmental inelasticity produced. 

The pain diminishes his ardor and the 
deformity hinders or prevents intromission. 
Worry, introspection and great anxiety soon 
occur and he becomes greatly concerned over 
his handicap. A definite psychosis may de- 
velop in certain individuals, particularly if 
they are not benefitted by treatment, or suc- 
cuessfully reassured. 

The diagnosis is not difficult. With the 
history of upward bending of the penis upon 
erection, associated with pain, and the pal- 
pation of the firm, fibrous plaques on the 
dorsum of organ, a correct understanding of 
the condition is readily realized. 

The literature mentions the following con- 
ditions with which Peyronie’s disease may 
be confused. Yet this is very improbable if 
one has a proper understanding of the char- 
acteristic clinical picture of Peyronie’s dis- 
ease: 

(1) Gs penis 

(2) Syphilitic gumma 

(3) Inflammatory and traumatic scle- 
rosis (chordee) 

(4) Malignant and benign tumors 
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TREATMENT 


Until recent years the treatment of Pey- 
ronie’s disease was very unsatisfactory. Sur- 
gery has long been used but the likelihood of 
recurrence with even greater deformity, due 
to the cicatricial condition induced by the 
intervention, was an unpleasant possibility 
and a deterrent to the contemplated employ- 
ment of the scapel. Lowsley advocates surgi- 
cal removal of the plaques but warns that 
the success of the operation depends largely 
upon the plastic skill of the operator. Most 
authors do not recommend surgery and warn 
that operation will rarely be successful for 
more scarring will result as an aftermath. 
It has been my observation that those cases 
which had received surgery, were definitely 
made worse due to the development of new 
scar tissue. 

Roentgen and radium therapy have both 
been strongly advocated but no conspicuous 
successes have appeared in the literature 
from this type of treatment. The local appli- 
cation of radium plaques has been employed 
by a few authors who have reported favor- 
able results, but it must be remembered that 
this type of treatment may lead to late radi- 
ation changes. 

Diathermy applied locally has its advo- 
cates, but this has not proved beneficial, 
generally. In the cases I have observed, no 
benefit of appreciable significance was ef- 
fected by radiation or diathermy. 

Recently Teasley has recommended the 
use of cortisone injections into the fibrous 
plaques. He reports five cases with excel- 
lent results. 

It was not until the treatment with Vita- 
min E was instituted that any definite bene- 
fit was obtained in a substantial number of 
cases. 

In 1946 Steinberg reported cures in six of 
seven patients with Dupuytren’s contracture 
treated with Vitamin E. Scott and Scardino 
treated twenty-three patients with Peyronie’s 
disease (six of which also had Dupuytren’s 
contracture) with Vitamin E and observed 
beneficial results in all but two patients. 
Waller and Dreese reported ten patients with 
Peyronie’s disease, associated with Dupuy- 
tren’s contracture, treated by Vitamin E with 
good results. Four of the ten patients im- 
proved greatly and four moderately. Two 
felt that there was some improvement in both 
conditions. Since then many other authors 
have reported good results from the use of 
Vitamin E therapy. 

My personal observation has been that 
Vitamin E (alpha-tocopherol) therapy has 
definite merit. In some cases the addition 
of hormonal therapy seems to contribute to 
the well being of the patient. Further, gentle 
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massage of the plaques seem to be beneficial. 
SUMMARY 


Peyronie’s disease is relatively common. 
The exact cause is not known. Certain well- 
recognized factors seem to contribute to the 
formation of the fibrous plaques in the 
sheaths of one or both corpora cavernosa. 
Thev are trauma, senility, vitamin (especial- 
ly E) and hormonal deficiency, and sexual 
abstinence. 

The prognosis should always be guarded 
ind considerable reassurance may be neces- 
sary. Certain nervous individuals may devel- 
op varying degrees of psychosis, particularly 
if they are not benefitted by the treatment 
received. 

The association of Dupuytren’s contrac- 
ture with Peyronie’s disease has been recog- 
nized for over one hundred years. Treatment 
directed at the palmar condition in the form 
ff Vitamin E therapy has also proved to 
be the best form of treatment for the penal 
deformity. 

The treatment of Peyronie’s disease has 
been unsuccessful until the advent of Vita- 
min E (alpha-tocopherol) therapy. The best 
treatment appears to be a combination of all 
of the things which appear to give benefit, 
namely Vitamin E and hormonal therapy 
together with gentle massage of the fibrous 


plaques. 
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ARTHRITIS 


Phenylbutazone In The Treatment Of 
Chronic Arthritis 
Cudkowicz, L. & Jacobs, J. H., 
Lancet 1:223, 1953 


Side effects were experienced by 22 of 
50 arthritics given Butazolidin. Of special 
interest were 2 subjects who developed re- 
current peptic ulcer and 2 patients who de- 
veloped anemia, dyspnea and cardiac failure 
after relatively brief courses of treatment. 
Of 5 subjects who developed skin rashes, 
4 were affected during the second week of 
treatment and 1 during the fourth week. 
Cutaneous manifestations included severe 
pruritus, urticaria, and diffuse petechiae. 


St. Stephen’s Hosp., London 


Clinical Clippings, May, 153. 





FERTILITY 


Does Phosphorylated Hesperidin 
Affect Fertility? 


Chang, M. C. & Pincus, G., 
Science 117:274, 1953 


Phosphorylated hesperidin, a hyaluroni- 
dase inhibitor, has been reported to act as an 
antifertility factor when given to laboratory 
animals and humans. Its*action has been said 
to be due to the inhibition of sperm penetra- 
tion. Chang and Pincus were unable to inhi- 
bit fertilization by injecting a 1 per cent 
solution of phosphorylated hesperidin into 
the fallopian tubes of rabbits at the time of 
sperm penetration nor did they observe that 
this so-called antifertility factor inhibited 
ovulation, implantation, or normal develop- 
ment of the embryo when given to rats. The 
mere fact that a substance is a hyaluronidase 
inhibitor does not necessarily mean that it 
will prevent conception. 


Clinical Clippings, May, 1953. 
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GENERAL PRINCIPLES OF THORACIC INJURIES 
By F. J. Kelly, M. D., F. A. C. S., Amarillo, Texas 


It is important to recognize two distinct 
phases that may be encountered in chest 
wounds: 


1. Disturbance in cardio-respiratory 
physiology. 
2. Infection. 


The latter is generally delayed while the 
former develops immediately and is present 
whether the injury to the thorax is open or 
closed. It is immediately apparent that the 
cardio-respiratory embarrassment is the 
major difference between this type of injury 
and many others. It is important therefore 
for the first attending physician to direct all 
his efforts immediately toward the restora- 
tion of physiological equilibrium and to allow 
the problem of infection to await a less ur- 
gent time. 


To maintain an adequate exchange of 
gases two conditions must be present: 
1. A competent thoracic cage capable 
of rhythmic muscular action. 


2. A conducting system. 


Immediate treatment of open chest wounds 
demands occlusion with gauze and .adhesive 
strapping. This must be considered only as 
an emergency measure and the strapping 
must not be applied in such a manner as to 
reduce chest expansion. The disturbance in 
physiology which occurs in the presence of 
an open sucking wound can only be corrected 
by remedying the resultant disturbance. 


PHYSIOLOGIC DISTURBANCES 


The control of the physiologic disturbances 
accompanying wounds of the chest are based 
on the principles adherent in the following: 


1. The control of pain must be performed 
in a manner that will not interfere with 
chest expansion and coughing. Mor- 
vhine derivatives must be avoided for 
their well known inhibiting effect on 
the cough reflex and an accompanying 
depression of respiration. If given at 
all they should be administered in small 
doses with barbiturates which will aid 
in reducing apprehension. The most 
effective relief of chest pain is through 
the simple procedure of infiltration of 
the intercostal nerves with procaine 
hydrochloride solution. This will enable 
the patient to cough more effectively 
and to keep clear the air passages from 
the accumulated blood and mucus secre- 
tions. 
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2. Immediate catheter aspiration of blood 
and mucus from the tracheobronchial 
tree as necessary. If this is not effective 
bronchoscopic aspiration must be per- 
formed. If continuous suction is neces- 
sary to keep the airways clear tracheo- 
tomy must be seriously considered. 

. Early needle aspiration of air and blood 
igs essential. Later catheter drainage, 
under water, may be required. 

. In the treatment of shock due to blood 
loss the blood volume must be restored 
by whole blood transfusions. - While 
waiting the delivery of whole blood the 
new blood volume expanders should be 
utilized and may prove life saving. 
Oxygen, preferably by nasal catheter, 
should be administered at eight liters 
per minute. 


The general status of the patient should 
now be more completely evaluated for evi- 
dence of central nervous system injury, intra- 
abdominal injuries and fractures of the ex- 
tremities. Indications of severe chest damage 
include deviated trachea, pneumothorax, ir- 
regular heart beat, rib fractures and subcu- 
taneous emphysema. It will be necessary to 
re-examine the patient at frequent intervals 
in order to evaluate his injuries and to de- 
cide whether or not further, more definitive, 
therapy must be performed. 


ROENTGENOLOGICAL EXAMINATIONS 


Roentgenological examinations are an 
essential part of the diagnostic methods in 
chest injuries. These X-rays will give more 
precise information relative to pneumothorax 
or hemothorax and subsequent films will be 
of value in determining the degree of medi- 
astinal shift. Cardiac tamponade frequently 
must be considered and the diminution or 
absence of cardiac pulsations as determined 
by fluoroscopic examination can be -invalu- 
able in diagnosis. 

One of the most difficult and severe chest 
injuries is the flail chest. The irregula: 
motions as a result of the fractured ribs 0 
sternum result in considerable instability 0! 
the cardio-respiratory system. Treatment is 
directed toward stabilizing the chest wall b) 
placing the patient on the effected side, b; 
strapping, or by traction with towel clips 0: 
a cervical tenaculum attached to overhead 
weights. 

The decision for “early” thoracotomy 
through either an extension of the origina! 
wound or by a separate incision of election 
is based on the following indications: 
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. Large intrathoracic foreign bodies that 
are readily accessible or by extension 
of the wound of injury. 

. Wounds of the intrathoracic or large 
bronchi. 


. Actual or suspected intrapleural hem- 
orrhage which has not been controlled 
by efforts through hemostasis in the 
chest wall. 

. Evidence of visceral damage in the 
mediastinum or the presence of a for- 
eign body in the mediastinum. 

. Actual or suspected perforation of the 
diaphragm. Following thoracotomy 
closed water sealed drainage is utilized 
generally for 48 to 72 hours. Prior to 
thoracotomy it is advantageous to place 
a nasogastric indwelling suction tube 
to deflate the stomach and aid in the 
prevention of postoperative complica- 
tions. 


LATE COMPLICATIONS 


“Late” thoracotomy is indicated for em- 
pyema and organized hemothorax. These two 
late complications are less frequent in recent 
years due to the advent of antibiotics and 
streptokinase and streptodornase prepara- 
tions. Serial roentgenograms are the most 
accurate means of detecting the presence of 
clots of fibrin in the pleural cavity and these 
X-rays are particularly valuable from the 
second to the sixth week, as it is during this 
interval that the failure of improvement will 
indicate the presence of an organized clot. 
In these cases, decortication as soon as the 
diagnosis is made will allow normal lung 
expansion and prevent chronic pulmonary 
disability or chronic empyema. 

There are two conditions which must be 
differentiated from the above indications for 
“early” and “late” thoracotomy as these con- 
ditions are not per se indications for thora- 
cotomy: 


1. Contusion of the lung without evidence 
of hemorrhage. 

2. Small foreign bodies such as rib frag- 
ments or metallic fragments in the lung 
or pleural space. 





ASTHMA 


Blocking the bronchoconstrictor fibers 
of the vagus nerve (“medical vagotomy’’) 
with Prantal may provide a new approach 
to the asthma problem*. Of 76 asthmatics 
treated in this manner, 57 were benefited. 
Prantal can be prescribed as: 

Tabs. Prantal Methylsulfate aa. 100 
mg. No. 50 : 


Sig: One-half table 4 times a day. 


*Seidmon, E. E. P. & Schaffer, N., Ann. Allergy, 11:42, 1953. 
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GERIATRICS 


Oral Use Of Metrazol In Senile Patients 


Swenson, W. M. & Grimes, B. P., 
Geriatrics 8:99, 1953 


Twenty-five institutionalized patients over 
65 years of age who suffered from various 
types of senile deterioration and psychoses 
were given 0.1 Gm. Metrazol orally three 
times daily for 30 days. A similar control 
group of subjects received sodium bicarbo- 
nate capsules. Subjective improvement was 
noted in many Metrazol-treated patients but 
pre- and post-treatment interviews failed to 
elicit significant response. One factor which 
might account for the lack of response was 
dosage. Further studies should be conducted 
using Metrazol in a dosage of 0.2 to 0.38 Gm. 
three times daily. 


Clinical Clippings, May. 1953. 





PEDIATRICS 


Immunization Of Newborn Infants 
With Pertussis Vaccine 


Lippsett, S. M., et al., J. Pediat. 42:301, 1953 


Early protection against pertussis is de- 
sirable because morbidity and mortality are 
highest in children under 6 months of age 
who contract the disease. Newborn infants 
are practically devoid of pertussis antibodies. 
The authors immunized 22 infants with a 
saline suspension of pertussis organisms. 
Injections were given at 4, 8 and 12 weeks 
of age. Thirteen children developed anti- 
bodies but in no case was the titre above 
the minimal protective level of 1:80. A second 
group of 22 babies received a soluble detoxi- 
fied alum-precipitated vaccine*. All infants 
in this group developed satisfactory pertus- 
sis agglutinin titres. In 19 children the titre 
exceeded 1:1,280. 

*Supplied by Sharp & Dohme, Inc. 
Clinical Clippings, May, 1953. 





X-RAY 
Shoe-Fitting Fluoroscopes 
Wheatley, G. M., Pediatrics 11:189, 1953 


“Evidence of the danger of cumulative 
doses of X-ray is constantly increasing. Proof 
of the usefulness of fluoroscopic examination 
shoe fitting is entirely lacking. In view of 
these two facts, pediatricians are justified in 
strongly advising parents to refuse to permit 
the use of these machines when buying shoes 
for their children.” 


[The danger of shoe fitting fluroscopes has been previously in 
Clinical Clippings. Ed.] 


Clinical Clippings, May, 1953. 
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CANCER 
Forward Glances In Cancer Control 
R. F., Gen.-Pract. 7(3):47, 1953 


Dr. Kaiser crystallizes some of the newer 
concepts of cancer. 


Kaiser, 


Early Lesions 


The concept of what constitutes an early 
lesion has changed. For example, abnor- 
mal vaginal bleeding, formerly considered 
a sign of early cervical cancer, may indi- 
cate the presence of a lesion with possible 
ulceration. Such a lesion is not “early” 
in the present sense of the word. 


Etiology 

Cancer occurs in practically every type 

of vertebrate and all living multicellular 

organisms. 

Heredity — Heredity seems to play an 
important part in the predisposition to 
breast and gastric cancer. 

Cancer Age — Cancer can and does occur 
at any age. 

Race — Cancer occurs in all races. It is 
not a disease of civilization. 


Environment — There is no single etiolo- 
gical agent in cancer. 

Multiple Cancers — Patients who have 
been cured of cancer are more likely 
to develop a second primary lesion than 
persons not previously so affected. 


Clinical Clippings, May, 1953. 
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The Diagnosis..... 


(Continued From Page 462) 

the intensity of the apical systolic murmur, 
size of the left ventricle, and auricle, and 
motion of the left auricle, in combination 
rather than singly, allows adequate preoper- 
ative assessment of possible presence and 
degree of regurgitation in the majority of 
patients. The search for better methods of 
assessment of mitral regurgitation must 
continue. 
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Nipl-Ease has an 18-year 

record as a routine prescription in 

many hospitals throughout the nation. A well-known staff 

physician says his hospital has “used Nipl-Ease for all mothers 

who nurse their babies. We have had excellent results and 

are convinced it has prevented many breast complications.” 
Packed in % ounce tubes. Available through 
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